Reconstructive abdomino-perineal excision has been criticized on the grounds that intractable fistule result. In presenting these 4 cases I wish to show that although perineal fistule may form, their closure is not long delayed, provided the anal stump and the adjacent anastomosed colon are kept emptied by twice daily washouts. To the patients little inconvenience is caused by the temporary fistule.
It seems therefore that the only objection to this operation is theoretical. As it approximates more closely to Miles's classic procedure than other limited resections, I feel that it should be more widely adopted. Babcock's operation is similar in extent but, in my experience, does not result in the full continence that is a feature of the cases upon which I have performed this operation. We are indebted to MissAM. H. Shaw for the photographs.
Perineal dissection: The incision was carried from the base of the coccyx, around the anus, as far forwards as the root of the scrotum. The levatores ani, both layers of the triangular ligament and the membranous urethra were divided. The prostate and the neck of the bladder were freed from the pubis, allowing the mass comprising rectum, bladder and prostate to be withdrawn through the perineum (Fig. 1 ).
Transplantation of ureters: Modified Coffey 11 technique. Ureters splinted with "Portex" plastic tubing introduced as far as the renal pelvis, and secured by a silk ligature tied around the lower end. Lower end of right ureter drawn * in. into the cecum and secured by a few stitches. Portex tube brought out through the stump of the amputated appendix and the abdominal wall in the right iliac fossa. Left ureter similarly implanted into the descending colon and Portex tube brought out through the left iliac end-colostomy (Fig. 2) . Progress.-Uneventful recovery after initial ileus had been overcome by carbachol and ar enema on the sixth day. Uireteral tubes withdrawn on eighth and twentieth days respectively, followed by rapid healing of stab incision in abdominal wall. Intravenous pyelogram foui months after operation shows moderate dilatation oflrenal pelvis and calyces on both sides and good excretory function.
Microscopical report (Dr. L. W. Proger).-Well-differentiated columnar-cell adenocarcinoma with extensive mucoid areas. The tumour is deeply infiltrating the rectal wat which is firmly adherent to the bladder. The bladder wall and intervening tissues show intense chronic inflammatory infiltration (Fig. 3) . COMMENT Recto-cysto-prostatectomy is unlikely to be often performed for it is indicated only ir the following circumstances:
(1) The growth in the rectum has invaded the base of the bladder.
(2) The ureters are not invaded.
(3) Local, peritoneal and lymphatic spread are not beyond the limits normally precludini an abdomino-perineal excision of the rectum. (4) The liver is free from metastases. (5) The patient is young enough and fit enough to withstand a formidable operation. (6) The patient understands the nature of his subsequent disability and is capable oi managing a wet colostomy.
IUnder these conditions recto-cysto-prostatectomy provides a worth-while extension oi the scope of radical surgery in advanced carcinoma of the rectum. History.-He complained of rectal bleeding and occasional incontinence; he had previously been treated elsewhere for colitis.
Examination.-He presented a granular proctitis which sigmoidoscopy showed was limited to the lower 6 inches of the bowel.
